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Plckett County Care and Rehabilitation

F000| center (“Facility”) does not believe and
does hot admit that any deficfencies
existed, before, during or after the

- F 000 [ INITIAL COMMENTS

A recertification survey and complaint -

investigation #41911 and #41949 were completed - .

on 7/24-26/17 at Pickelt Care and Rehabiitation suivey. The Facllity reserves all rights tg

Center. No deflciencies were ciled related to contest the survey findings through

complaint investigation #4199 {and #41911. ) Informal dispute resolution, formal

Deficiencels were cited dor the Recertification "appeal proceedings o any

fs;r{zi;[}i?yéggﬁ;g%l:%' Requiiemsgts administrative or legal proceedings.

F 323 | 483.25(d)(1)(2)()(1)-(3) FREE OF AGCIDENT Fags| Thisplanof correction is not meant to

establish any standard of care, contract

ss=D | HAZARDS/SUPERVISION/DEVICES
obligation, or position and the Facility

reserves all rights to raise all possthle

{d) Accidents.

The faciilty must enf:. ure that - _ contentions and defenses In any type of

(1) The resident environment remains as free : civil or criminal clafm, action or

from accident hazards as is possible; and proceedings. Nothing contained in this
' Jan of carrection should be considered

(2) Each resident receives adequate supervisfon e .c f : tential ne i ) bl

and asslstance devices to prevent accidents. as a walver of any potentially applicable

Peer Review, Quality Assurance or self

(n) - Bed Rails. The facllity mua;t atlempt to use crltical examination privilege which the
appropriate alternatives prior to Installing a side or ity d t wat t
bed rail. If a bed or side rail Is used, the facllity F.a; y does not walve da”id . 'i’e.
must ensure correct Installation, use, and rg t.to' assert‘m any administrative, civil
maintenance of bed rails, including but not limited or criminal claim, action or proceeding.
The Facllity offers Its responses as part

to the following elements.
of its ongoing efforts to provide quality

(1) Assess the resldent for risk of entrapment .
from bed rails prior to Installation. of care to residents
F323
1. LPN#1 left medication cups #1, #2
i and #3 unattended on top of
medication cart. All residents have 8/25/1 )
potential to be affected by this

(2) Review the risks and benefils of bed ralls with
the resident or restdent representative and obtain
informed consent prior to installation.

- ) 1 { ’ . .

FLon o o s
L=~ A (= . . .
e e {e} d
| This REQUIREMENT Is not met as evidenced - Medications wers removed from
top of medication cart.
LABORATORYPTRECTOR'SAOR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
/é dmini /16717
2 MminiStrator

Any deficiency Statemen{ endig with an asterisk (*) denotes a deficlency which the Ins(lution may be excused from corecling providing It is determined that
iant prolection to the patients. (See instruclions.) Except for nursing homes, the findings slaled above are disclosable 90 days

olher safeguards provide sufflc
the above findings and plans of correction are disclosable 14

following the dato of survey whether or not a plan of correction Is provided, For nursing homes,
clays following the dale lhese documents are made available to the lacllity, If deficiencies are cited, an approved plan of correction Ia requisite to continued

program parlicipation.
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by:

Based on facility policy review, observation,
medical record review, and interview, the facillly
falled 1o ensure medicatlons were secured durlng
medicatlon pass fo prevent a potential accident
hazards for 1 resident (#15) of 6 residents
obseived during medication pass.

The findings included:

Review of facility policy, Medication
Administration General Guidelines, revealed

" _No medications are kept on top of the cart, The
cart must be clearly visible to the personnel
administering medications when unlocked..."

| Observation on 7/26/17 at 7:46 AM in the Hope
Hallway revealed a medicine cup (#1) on top of
the medication cart contalning a light green and
dark green capsule with white powder and a
second medication cup (#2) containing a thick
brown figuld on top of the medication cart,
Continued observation revealed an 8 ounce
plastic cup confaining a white powder mixed in
clear liquid. Further observation revealed
Licensed Practlcal Nurse (LPN #1) removed a
white plll from a blister pill pack and placed it into
a medication cup (#3). Observation revealed LPN
##1 entered room #102 A with medicatlon cups #1,
#2, and #3. Confinued observation revealed LPN
#11 returned to the medicatlon cart with

| medication cup #1, #2 and #3 conlalning
medications and placed the medications on top of
the medication ¢art. Further observation revealed
LPN #1 removed medications (Prednisone,
Levothyroxine, Potassium, Eloguls,
Sulfamethoxcozole, and Furosemide) from plil
blister packs and placed them in a medicine cup
(#4). Observation revealed LPN #1 loft

PICKETT CARE AND REHABILITATION GENTER
X4y 0 SUMMARY STATEMENT OF DEFICIENCIES ] ) PROVIDER'S PLAN OF GORRECTION xa)
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All nurses will be educated oh
F 323 | Continued From page 1 F 323 medication administration policy /2571
and procedure which includes 1\ 7

-never leaving medications open or
unopened unattended on top of
medication cart. Medications are
to be locked up at all times unless
nurse directly in attendance.
Education will be conducted by
SDC/DON and completed by
8/18/17. )
.DON/ADONs/SDC will complete
random medication administration
observatlons 5 times a week for 2
weeks; then 3 times a week for 2
weeks; then 2 times a week for 4
weeks; then 1 time a week for 4
weeks; with any issues identified
will be immediately corrected and
nurse administering medications
provided 1:1 education at that
time.

All findings from observations will
be discussed in daily clinical
meeting Mon thru Frl, and then
monthly during QAPI meeting with
any need for changes discussed
and implemented.
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medication cups #1, #2,and #3 containing
medications on top of the medication cart while
LPN #1 entered room #102 with medication cup
jt4. Continued observation revealed LPN #1's
back was to the medication cart as she entered
room #102. Continued observation revealed LPN
#1 left medication cups #1, #2, and #3 contalnling
medications on top of the medicatlon cait
unattended and entered room #104. Further
observation revealed LPN #1's back was turned
away from the medication on the medication cart
when the LPN entered room #104,

Medical record review revealed Resldent #15 was
admitted to the facllity on 5/27/17 with diagnoses
including Alzheimer's Disease, Anemia, and
unspeclfied disease of the digestive system.

Interview with LPN #1 on 7/25/17 at 7:49 AM in
the hallway outside room #104 revealed LPN #1
was not aware the facllily policy stated
medications cauld not be stored on top of the
medication cart and believed medications could
be left unattended on the medication cart during a

medication was on the unit, Continued interview
revealed the medications {eft on the medication

cart belonged to Resident #18.

Interview with the Interim Director of Nursing oo
712617 at 9:45 AM on Harmony Hall revealed the
facliity did not permll nurses to leave medications
_on the cart durlng a medication pass if the
-medications were not under direct observation of
the Nurse passing the medicalions., Continued
interview confirmed the facilily failed to ensure
medications were not left unattended when not
under the direct absarvation of the Nurse passing

(X4) 1D SUMMARY STATEMENT OFF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X6)
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F 323 | Continued From page 2 F 323 5 /
15719

medication pass as long as the nurse passing the
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F 431 | 483.45(b)(2)(3)(a)(h) DRUG RECORDS, F431) 1. LPN#2 had one bottle of .

ss=p | LABEL/STOREE DRUGS & BIOLOGICALS : unopened fish oll identified as
| expired. The seal was still in place [$/25/17

on bottle. No residents had
received this medication. - Any
resident that had physiclans order

The facllity must provide roufine and emergency
drugs and biologicals to ifs residents, or dbtain
them under an agreement described in

§483.70(g) of this part. The facility may permlt 2 L .
unllcensed personnel to administer drugs If State 4 é%-r:;egée;'ih ?t?i:iﬂ potgntlal to
law permits, but only under the general 2 : deficieen tf)racxt,ice allege
supervision of a licensed nurse.. .
peri © i 2. All nurses will be educated on |
(a) Procedures. A facliity must provide | medication administration policy |
pharmaceutical services (including procedures and procedure which includes
that assure the accurate acquiring, receiving, medication storage and reviewing
dispensing, and administering of all drugs and expiration dates. Prior to
5 biologicals) to meet the needs of each resident, administering all medications,
expiration dates should be verified.

Education will be conducted by

(b) Seyvice Consultation. The facility must
SDC/DON and completed by

employ or obfaln the services of a licensed

pharmacist who-- 8/18/17.
\ : 3. DON/ADONs/SDC will complete
2) Establishes a system of records of receipt and S i .
c(ﬂs)sposltlon of all CQS:‘ITI‘OHEd drugs In sufficient random medication administration
detall to enable an accurale reconciliation; and observations 5 times a week for 2
weeks; then 3 times a week for 2
(3) Determines that drug records are in order and ; weeks; then 2 times a week for 4
that an account of all controlled drugs Is weeks; then 1 time a week for 4
maintalned and periodically reconclied. weeks; any issues identified will be|
Immediately corrected and nurse

administering medications will be
provided 1:1 education at that

time.

(g) Labeling of Drugs and Biologicals,
Drugs and biologicals used in the facllity must be
labeled in accordance with currently accepled

professional principles, and include the " . .

appropriate accessory and cautionary 4. ﬁ‘“ gpdlngs Zoim dob_lser\l/.a'gloTs will

instructions, and the expiration date when € discussed In dally clinica

applicable. . meeting Mon thru Fri, and then
monthly during QAP] meeting with

(h) Storage of Drugs and Biologicals. any need for changes discussed
and implemented.

(1) In accordance with State and Federal (aws,

the facllity must store all drugs and biologlcals In
Event {D:9PF211 o Facllity 1D: TNGSO1 If continuation sheet Page 4 of 5
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F 431 | Continued From page 4 [ Fa31
D/25/17

locked compartments under pro;ier temperalure
controls, and permit only authorized personnel to

have access to the keys.

R

(2) The facillty must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed In Schedule Il of the
Comprehensive Drug Abuse Prevention and
Gontrol Act of 1976 and other drugs subjectto
abuse, except when the facillly uses single unit |
package drug distribution systems in which the
quanily stored Is minimal and a missing dose can

be readily detected.
This REQUIREMENT is nol met as evidenced

by: -
Based on facilily policy review, observation, and
interview, the facility falled to dispose of explred
medicalions on 1 of 3 medicatlon carts, !

The findings included:

Review of facllity policy, Medication Storage,
revealed "...Outdated...medlcations...are
Immediately removed from stock..."

OCbservation on 7/25/17 at 2:33 PM at the
Harmony Hall medication cart revealed a bottle of
fish oil concentrate stored on the cart. Continued
obsetvation revealed the medioation explration
date on the boftle was 4/2017.

Interview with Llcensed Practical Nurse (LPN #2)
on 7/26/17 at 2:33 PM at the Harmony Hall
medication cart confirmed explred medicatlons
should not be sfored on the medication cart.
Conlinued interview with LPN #2 confirmed the
facility falled to remove the expired medication
from the medication cart per facility polloy.
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